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Background: Edge-to-edge mitral valve repair is an accepted procedure for patients with mitral regurgitation. We hypothesized that edge-to-edge 
tricuspid valve repair (EETVR) is an effective procedure for patients with tricuspid regurgitation (TR). 
Methods: We studied 32 patients who had echocardiography before, early and midterm after EETVR. TR etiology was functional in 22 and organic 
in 10. Simultaneous tricuspid valve (TV) surgeries were ring annuloplasty in 19, Kay annuloplasty in 10 and none in 3. TR severity was assessed by 
maximal jet area (TRJA) and was graded as mild if TRJA was <5 cm2, moderate if TRJA was between 5 and 10 cm2 and severe if TRJA was >10 cm2. 
Results (Table): TRJA markedly decreased early after EETVR and remained unchanged at midterm follow-up. The number of patients with New York 
Heart Association class III or IV, right ventricular area and TV annulus diameter decreased after EETVR. There was no significant difference in TRJA 
between patients with functional TR and those with organic TR (before, 12 ± 8 vs. 12 ± 8 cm2; midterm, 5 ± 4 vs. 3 ± 4 cm2). TRJA before EETVR was 
greater in patients with ring annuloplasty than in those with Kay annuloplasty and in those without annuloplasty (15 ± 9 vs. 8 ± 4 vs. 8 ± 4 cm2, p = 
0.02); however, there was no significant difference in TRJA at midterm follow-up among 3 groups (4 ± 4 vs. 5 ± 5 vs. 5 ± 3 cm2). 
Conclusion: EETVR is an effective procedure for patients with functional and organic TR. EETVR along with ring annuloplasty is highly recommended 
for patients with severe TR. 
Table. Serial Changes in Clinical and Echocardiographic Variables (n = 32)
Before EETVR Early after EETVR Midterm after EETVR p value
Echocardiography (median) 9 days 5 days 2.0 years -
Age (years) 63 ± 11 - - -
Gender, male 41% - - -
NYHA class III or IV 56% - 19% 0.01
LV ejection fraction (%) 52 ± 11 50 ± 11 50 ± 12 0.4
RV end-diastolic area (cm2) 27 ± 10 22 ± 8* 22 ± 8* 0.01
RV fractional area change (%) 38 ± 11 35 ± 14 37 ± 10 0.5
RA area (cm2) 26 ± 10 24 ± 7 23 ± 7 0.1
TV annulus diameter (cm) 3 ± 0.7 2.3 ± 0.8* 2.4 ± 0.4* 0.005
TV tethering height (cm) 0.63 ± 0.4 0.6 ± 0.34 0.59 ± 0.19 0.9
TV tethering area (cm2) 1.03 ± 0.83 0.84 ± 0.5 0.83 ± 0.35 0.5
E wave velocity (cm/s) 99 ± 35 118 ± 35 116 ± 45 0.1
TR jet area (cm2) 12 ± 8 2 ± 3* 4 ± 4* <0.001
RV systolic pressure (mmHg) 50 ± 16 37 ± 11* 42 ± 18 0.001
E wave velocity = peak early diastolic transtricuspid flow velocity; LV = left ventricle;
NYHA = New York Heart Association; RA = right atrium; RV = right ventricle.
*p <0.05 vs. Before
